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at www.jvascsurg.org.DISCUSSIONDr Mark A. Patterson (Birmingham, Ala). Dr McNally and
his colleagues from the University of Florida are to be commended
for their results presented today, which demonstrate that in their
hands, surgical conversion for failed endovascular aneurysm repair,
speciﬁcally for type I endoleak, can be performed safely with what
we all would agree is an acceptable morbidity and mortality proﬁle.
The experience spans 10 years and the patients requiring elective
conversion for type I endoleak, in the absence of rupture, make
up almost 50% of their conversions throughout the study period.
Interestingly, only 14 of the explanted devices were placed by sur-
geons in your group. When compared to a matched cohort, there
is no demonstrated difference in either 30-day or 1-year survival.
Complication proﬁles among the two populations are comparable
as well. I have the following questions for the authors:
1. How has this experience inﬂuenced the decision-making pro-
cess for patients with challenging anatomy to receive endovas-
cular repair in your practice? You mention in your manuscript
that endograft failure is more common with endograft applica-
tion outside the IFU. Considering these results, have you seen
any increase in the number of elective open aneurysm repairs?
2. The median time interval to explant from the index procedure
was 27 months and you indicate that most of the patients had
undergone some attempt at endovascular salvage. Are you able
to determine if these type I leaks were present at the end of the
primary procedure, or did they develop during surveillance?
3. Finally, could you expand on your group’s algorithm for
attempting resolution of type I endoleaks? That is, whichpatients do you simply convert or explant vs those who un-
dergo attempts at endovascular salvage with either fenestrated
grafts or chimney type procedures?
I enjoyed your presentation and your manuscript and would
like to thank the society for the privilege of the ﬂoor to discuss
this abstract.
Dr Michael M. McNally. Thank you, Dr Patterson. I will
address your questions in order. As far as seeing an increase in
the volume of elective open aneurysm repair at our institution, I
would simply say the answer is yes. That could be secondary to
our growing aorta center with an increasing referral base and/or
an increasing complexity of patients from EVAR failures seen in
the community. Our aortic volume has been increasing by about
5%-10% yearly for the last 4 years, and that is reﬂected in both
our endovascular and open volume.
Regarding your question about endoleak at the end of the
procedure, I can really only speak for the ones that were performed
at our institution. For those 14 patients, none had an endoleak
seen at the initial implant of the endograft.
Your question about a clinical algorithm is a great question.
We do not have a speciﬁc algorithm, but we do have an overall
group philosophy. If the patient is felt to be low risk and suitable
for an open repair, that is what we will generally offer them. If the
patient is a prohibitively high operative risk patient because of age,
comorbidities, or anatomy, and has a reasonable life expectancy,
they are evaluated for a fenestrated/branched repair. If they are
anatomically suitable, that procedure would be offered.
